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r HIS case of cerebral hemorrhage, which recently 
occurred in my practice in Denver, Col., is of 
more than passing interest on account of the 
rather careful ante-mortem study made of it, and the 
verification, by post-mortem examination, of the diag¬ 
nostic and prognostic conclusions drawn therefrom. 

At one o’clock on the morning of April 24, 1894, the 
patient, William J. D., fifty-eight years of age, was dis¬ 
covered lying face down on the floor of his bed chamber. 
His moans of distress had aroused the occupants of an 
adjoining room, who forced an entrance into his room 
and raised him to the bed from which he had fallen. He 
was in a semi-unconscious or dazed condition and unable 
to give an intelligent account of the happening, though 
he could be made to comprehend some things said to 
him. The room was dark and the man in night attire, 
with nothing to indicate that the attack had been preceded 
bv anything calling for relief. I was immediately sum¬ 
moned, and reached his bedside twenty minutes past one 
o’clock. Being a stranger to me, and but little known 
to those lodging in the house, I was unable to learn any¬ 
thing of his past life or antecedents, save that he was a 
Grand Army veteran, and temperate and regular in his 
mode of living. From an attendant I learned that the 
man had retired at 9.30, apparently in his usual good 
health, and with nothing to indicate that his end was 
so near. 

When I entered the room the patient was in a coma¬ 
tose condition, though he could be partially aroused, 
but not sufficiently so to comprehend anything I said to 
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him. Within ten minutes thereafter, he sank into a 
state of profound unconsciousness from which he did 
not recover. 

Inspection revealed hemiplegia of the left half of 
the body involving all parts, except the head and face. 
At first it was only partial, but within a few minutes 
after my entrance, it became complete. The deep re¬ 
flexes of the arm and leg and plantar reflex on the left 
side were abolished. The only ocular disturbance ob¬ 
served, was dilatation of the right pupil, and a pin-head 
left. Not having my ophthalmoscope, an examination 
of the fundus oculi was not made. In attempts to vomit, 
which were frequent at first, the tongue protruded in 
the median line. There was no conjugate deviation 
of the head or eyeballs. There was some difficulty in 
deglutition, and an excessive bronchial secretion, which 
necessitated placing the patient on his side, and frequent 
cleansing of the throat. Respiration was typically 
Cheyne-Stokes in character. 

The pulse was fifty-eight per minute, moderately full 
and strong, and slightly irregular. Having despatched 
a messenger for mv thermometer, which 1 had forgotten 
to take with me, I took the temperature one hour after 
the onset of the attack and found it to be 97.7 0 Fahr. in 
the right axilla, and 97.5 0 Fahr. in the left. The skin was 
cold, but not clammy, there being at no time localized or 
general perspiration. 

There was incontinence of urine, but not of feces. 
The face appeared natural, being neither pallid nor 
turgid. From the first there was an almost constant 
movement of the right hand and arm and, to a lesser 
extent, of the right leg. 

At two different times, early during my study, I ob¬ 
served slight general convulsive movements. Inspec¬ 
tion, palpation, and percussion of the thoracic and ab¬ 
dominal viscera, revealed nothing abnormal, and the 
intensity of the bronchial rales made thoracic ausculta¬ 
tion of but little value. There was present a friction 
sound which seemed of pleural origin on the left side. 
There were no evidences of alcoholism, syphilis or tuber¬ 
culosis, the man appearing well nourished and robust. 
Being pressed for my conclusions, I gave a diagnosis of 
cerebral hemorrhage with a prognosis of death within 
twenty-four hours. Consultation was requested by my¬ 
self, but none secured. 

After directing the management of the case, I re- 
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turned home and called again six hours later. At that 
time the thermometer registered 99.7° Fahr. in the right 
axilla and ioo° Fahr. in the left, a reversal of the ratio 
before ascertained. Pulse sixty per minute, regular, 
and of moderate force and volume. Respiration feeble 
and less Cheyne-Stokes in character. Pupils nearly 
equal and normal in size. Unconsciousness profound. 
Movements of the right arm and leg had ceased, and 
they appeared paretic. All reflexes abolished. Incon¬ 
tinence of urine, but not of feces. No marked change 
in appearance of the face or skin. There was a rapid 
failure of the vital powers presaging early dissolution. 

Death occurred at 10.50 a.m., or nine hours and fifty 
minutes after the onset of the attack. 

My diagnosis, as written after my second visit, and 
which was submitted to Dr. A. Stewart Lobingier, 
pathologist in the University of Colorado, pending the 
post-mortem, which he kindly consented to conduct, was 
as follows : “ Hemorrhage into the right internal cap¬ 

sule, or into the centrum ovale, very near to the capsule. 
I believe the hemorrhage is extensive, cutting oft the 
fibres from the cortical leg, arm, and trunk centres, and 
compressing the sensory fibres in the posterior limb of 
the internal capsule. The artery primarily involved 
probably being the lenticulo-striate branch of the right 
middle cerebral, the hemorrhage being spontaneous 
(occurring presumably during sleep) and due to athero¬ 
matous degeneration of the vessel walls.” 

At seven o’clock the post mortem was held in the 
presence of the graduating class of the Medical Depart¬ 
ment of the University of Colorado, and the following 
is the report, as written by Dr. Lobingier: “ Male, ict. 

58. Age apparently older than that given. Body very 
airly nourished, large and well proportioned. History: 
Hemiplegia sinistra etc., etc. First attack ten hours 
prior to death. Suspected hemorrhage into or border¬ 
ing on the right internal capsule and centrum ovale, ex¬ 
tending to the cortex on the right. 

Sectio-Calvaris : Marked dural and subpial injec¬ 
tion, with dilatation of veins. Dura, non-adherent. Pia, 
slight}’ so in the paehionian region. Circle of Willis 
and basilar arteries atheromatous (senile). 

'■ Cerebrum removed : During removal of the brain, a 
two ounce clot broke through the cortex at the junction 
of the intra-parietal, with the occipito-parietal fissure. 
Left lateral ventricle contained a half drachm excess of 
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fluid. Choroid plexus was slightly cystic. Right lateral 
ventricle was normal, except at the middle of the inter¬ 
nal capsule, at which point there was a communication 
with the cavity occupied by the blood clot. 

“ Section of right hemisphere : A large cavity from 
which the clot escaped extended from the middle occi¬ 
pital convolution forward, with the cortex for its lateral 
boundary, to the transverse frontal sulcus, and inward 
into and under the middle and posterior portions of the 
right lateral ventricle. 

“Another hemorrhage (subcortical) had occurred about 
the middle of the intra-parietal lobule of the left parietal 
lobe. This clot was about one centigram in weight. 
The only other lesion resembling a clot, found on sec¬ 
tion, was a coagulum the size of a pea situated at the 
posterior portion of the vault of the fourth ventricle. 
The anterior and posterior borders of the pons varoli 
exhibited acute parenchymatous degeneration. The 
entire internal boundary of the large clot in the right 
hemisphere showed characteristic softening.” This re¬ 
port of the autopsy confirms my diagnosis made prior to 
death, and explains other phenomena observed during 
the progress of the attack. It was impossible to defi¬ 
nitely ascertain what artery was the source of the prim¬ 
ary hemorrhage, as all the branches of the right middle 
cerebral were later involved. The fact that hemiplegia 
was followed later by hemianmsthesia, proves that the 
lesion extended from before backward, cutting off suc¬ 
cessively the motor and sensory fibres within the cen¬ 
trum ovale near to the capsule. 

In commenting upon this case, Prof. J. T. Eskridge 
gave it as his opinion that the movements of the right 
arm and leg observed at the time of my first visit, and 
noted in the early part of this report, were caused by 
the presence of the coagulum found in the floor of the 
fourth ventricle and that their cessation at the time of 
the second visit, six hours later, as noted elsewhere, re¬ 
sulted from the presence of the small clot found in the 
left cerebral hemisphere either compressing the cortical 
motor centres, or cutting off the fibres extending inward 
from them. 



